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of mercury were instituted. This treatment has been maintained ever since, and the cheek has greatly improved, so that there is now very little evidence of infection. A biopsy taken from the forearm reveals masses of interlacing plain muscle fibres in the cutis. Comnent.-Besnier divided cutaneous myomas into two groups:
(1) Multiple myomas: Arising at any point of the skin either from the erectors of the hairs or muscle cells of the blood-vessels. They appear as pink elevations scattered or agminated and reach the size of a peanut or larger.
(2) Dartoidmyomas: These are less rare. They only appear where there is a dartoid layer, e.g., mammary areola, scrotum, labia majora. They are often solitary, and may reach the size of a fist.
All myomas may be painful and become harder under the influence of pressure, local irritation or the action of cold, which provoke the contraction of the muscle fibres. There appears to be no successful treatment apart from excision or, in certain cases, electrolysis or diathermy. I cannot find a description of a case with such a very extensive eruption. Itching appears to be an unusual symptom. I do not know of a record of myomas being secondarily infected as in this girl's face. In this region there appears clinically to be an overgrowth of sebaceous glands as well. If the myomas are derived from the erectores pilorum it would not, perhaps, be surprising if other elements of the pilo-sebaceous complex sometimes took part in the overgrowth. J. L., male, aged 60, and six weeks ago noticed swelling of the palms and the soles with some irritation. Later some roughness and scaliness of the neck, front and back of the chest, and the scalp. Seen four weeks ago at Out-Patients' Department. Condition was then as follows: Scalp covered with fine easily detached scales. Forehead and face scaly and a little reddened. Skin on the front and back of the chest and on the shoulders distinctly rough to the touch. There were slight follicular prominences with a little hyperkeratosis of the orifices. On each elbow over the ulna there was a rather sharply defined scaly plaque which was probably due to patient's leaning on his elbows when at work.
The -palms and soles were reddish brown, with marked hyperkeratosis and a tendency to fissure along the natural folds. There was an erythematous edge to the hyperkeratotic area. During the past three weeks the patient has been in bed and has improved. The palms and the soles are not so erythematous, and the skin of the chest and the back shows much less follicular prominence. There is a little follicular keratosis of the follicles on the dorsal aspect of the proximal phalanges of the hands.
A section taken from the back showed hyperkeratosis of the follicular orifices and some hyperkeratosis of the skin intervening.
Discussion.-The PRESIDENT asked whether it was clear that the follicular hyperkeratosis was quite recent. [Dr. FORMAN: I do not know.] Clinically it looked more like follicular ichthyosis than pityriasis rubra pilaris, though the history was against that diagnosis.
Dr. SEMON said that he had recently seen a similar palmar eruption in which the diagnosis of lichen planus could be made only on account of a few typical papules on the fronts of the wrists. He wondered if that diagnosis could be applied in this case.
The PRESIDENT said that the thickening of the palms in the present case was not exactly that seen in lichen planus, and he thought that if the lesions on the back were lichen planus they would have presented the typical picture.
